Over the last decades, an accelerated decline of lung function in response to cigarette smoking was considered the central hallmark of chronic obstructive pulmonary disease (COPD). This conceptual model of the natural history of COPD placed major emphasis on exposures and clinical manifestations that occur in the middle to late adult years, generating the misleading assumption that the trajectories of this disease can be characterized and effective strategies of prevention implemented by simply focusing on adulthood.
More recently, this assumption has been challenged at multiple levels. It has been conclusively shown that in a significant proportion of cases, COPD can develop as a result of lung function deficits that are established by young adult life, with no accelerated decline of lung function thereafter (1) . In addition, growing evidence indicates that airway diseases, developmental processes, and exposures that take place in early life (or even in utero) can have long-lasting effects on susceptibility to COPD.
This new evidence has redefined and expanded the scope of COPD research, leading to efforts to characterize risk factors in age spans that traditionally have been left out of COPD studies. In this issue of the Journal, Çolak and colleagues (pp. 671-680) used the rich dataset of the Copenhagen adult cohort to study the prevalence and prognosis of "early" COPD in the general population (2) . As previously proposed (3), they defined early COPD as having a FEV 1 /FVC ratio less than the lower limit of normal in individuals ,50 years of age with at least 10 pack-years of tobacco consumption. In this relatively young population of smokers, early COPD had a striking prevalence of 15%, although it should be noted that this estimate was based on pre-(rather than post-) bronchodilator spirometric data. In addition, compared with their smoker peers without COPD, individuals with early COPD had an increased risk for acute obstructive lung disease and pneumonia hospitalizations, and all-cause mortality during follow-up. Interestingly, not only was the risk for hospitalizations largely dependent on the presence of respiratory symptoms among individuals with early COPD, but even among participants without COPD the presence of chronic respiratory symptoms was associated with an increased risk for hospitalizations. These data are in line with previous observations that chronic respiratory symptoms in individuals with normal lung function are an independent risk factor for developing airflow limitation (4) and for having respiratory exacerbations and imaging-assessed airway disease (5) . Taken together, the evidence from this and previous studies indicates that airflow limitation among smokers below age 50 is not an uncommon finding, highlights the substantial morbidity and mortality burden of early COPD, and identifies symptomatic individuals as a target population for early interventions.
Although the Copenhagen study provides novel and much needed data regarding the prevalence and morbidity of early COPD in the general population, the actual public health burden of early COPD is likely to be even larger than that suggested by the estimates of this study.
An important issue is the proposed operational definition of early COPD (3), according to which the authors restricted analyses to smokers with >10 pack-years. Although using this criterion probably reduced the vast heterogeneity of airflow limitation at this young age, it also removed a substantial proportion of adult individuals below age 50 who, even though they did not have high tobacco consumption (or had no tobacco consumption at all), were still at risk for airflow limitation. In the Copenhagen cohort, by restricting analyses to individuals with >10 pack-years, z75% of participants below age 50 were excluded from the study, and this proportion is likely to become even larger in future years as smoking rates keep falling in westernized countries. Thus, although airflow limitation is more common among individuals with >10 pack-years, because so many young people do not meet this smoking criterion, the absolute number of cases of early COPD contributed by individuals with ,10 pack-years is likely not negligible.
Eventually, it will be necessary to characterize airflow limitation among these never and lighter smokers to fully understand the contributions from perinatal and childhood factors that may affect early COPD by either impacting the growth of lung function into adult life or by enhancing the effects of smoking on early decline of lung function (6) . With regard to the former, persistent childhood asthma has been extensively investigated. In the Childhood Asthma Management Program, up to 11% of participants with persistent asthma developed postbronchodilator airflow limitation by age 30 years (7) , and the significant risk conferred by severe childhood asthma for developing COPD in adult life has been repeatedly confirmed in population-based cohort studies (8) . Moreover, it has been argued that any factor that is linked to reduced growth of lung function in childhood (e.g., respiratory infections or air pollution exposure) or lung development in utero (e.g., premature birth or maternal smoking in pregnancy) may in principle have an impact on early COPD risk by placing an individual on a trajectory of low lung function.
Interestingly, the implications of the early-life roots of COPD may go beyond the risk of a trajectory of low lung function, and accumulating evidence suggests that exposures that take place in early life may impact the rate of lung function decline that will occur decades later. In the Tucson Children's Respiratory Study, for example, exposure to parental smoking in early life was found to enhance susceptibility to active smoking in young adult life, and participants who were exposed to both parental smoking in infancy and active smoking by age 26 years showed an accelerated FEV 1 and FEV 1 /FVC decline (9) . These effects were To truly reduce the burden of COPD, we will need to understand the complexities of its natural history, profile of risk factors, and phenotypic manifestations across the entire lifespan. The study by Çolak and colleagues is an important starting point to characterize COPD in the first 50 years of life. Although the importance of smoking cessation cannot be overemphasized, we argue that understanding the interplay among smoking, early life risk factors, and developmental processes in age spans that have been traditionally left out of COPD research will be key to fully advance prevention strategies for stages when the natural history of the disease can still be substantially modified. n
Understanding Patient-and Hospital-Level Factors Leading to Differences, and Disparities, in Critical Care
Racial and ethnic differences in care delivery and outcomes have been well documented in health care (1) . Even among critically ill patients with clearly defined indications for care, multidimensional differences in care exist. Minority patients in North America more often receive aggressive end-of-life care, are less likely to discontinue mechanical ventilation or opt for palliative care services, and are more likely to receive care at the end of life in a hospital (2) (3) (4) .
Indeed, differences exist across the temporal and causal spectra of critical illness. African Americans have higher rates of acute lung injury and cardiac arrest and nearly double the rate of sepsis in comparison to nonminorities (5) (6) (7) . Although racial/ethnic variations in critical care are well established, one of the fundamental challenges has been pinpointing where and what differences are disparities that contribute to differential outcomes of care. Disparities in healthcare can be described as differences in health status, health outcomes, and access to care between population groups (8-10). These differences can be closely intertwined with health inequity, which are often rooted in social injustice and result from the unjust distribution of economic, social, or environmental disadvantage of specific population groups (8, 10) .
We applaud the work of Danziger and colleagues (pp. 681-687) in this issue of the Journal, which examined temporal trends of improvement in critical care outcomes in 208 U.S. hospitals (11). This study used a large and diverse dataset with patient-level data on demographics, admission diagnoses, and illness severity to adjust mortality rates among patients presenting to an ICU. Among approximately 1.1 million critically ill patients, almost one-quarter of African American and one-half of Hispanic patients received critical care in just one of 14 (7%) predominantly minority hospitals. On average, patients in minority-serving hospitals had somewhat unique characteristics-they tended to be younger and had higher severity of illness upon ICU admission. However, even accounting for many patient-based differences, the authors found that over the past decade, minority-serving hospitals had significantly less improvement in ICU mortality than nonminority hospitals and that African American patients appeared worst off, especially so when treated in minority hospitals. These findings 
